following my interests, and that it would be about me. Finding out about myself is going to make me a better doctor. ' PN: 'Since becoming a medical student, I don't have time to write, and it is starting to make me feel ill. … We are taught to put our own thoughts and emotions aside as if there is no place for them. As a result I lost sight of the human aspect within medicine. ' Is there evidence supporting art as a serious component in medical education? Many disciplines jostle for more time on the academic calendar.
To deliver appropriate care, we need to develop skills such as empathy that are difficult to teach. My medical education was filled with incidents where patients received quality treatment but were badly treated.
ZW: 'Reflective writing requires retreating into the subconscious, allowing for self-awareness, [3] thus facilitating the inspection of beliefs and values, internal conflicts and dealing with strong emotions. [4] … Writing slows down the whirlwind of medical education and allows students to make sense of their experience on their own terms. ' Writing a memoir is a form of debriefing and reflection. Taking circumstances that are troubling, whether an interaction with an infuriating colleague or patient, a personal loss or an illness, and giving the feelings a shape through words or other art forms has many tangential and unexpected benefits for both self-care and relationships.
I recommend The Artist's Way [5] to depressed patients; a colleague sends her stressed patients off to art or dance classes. Art is a way back to ourselves, a way of paying attention to what is going on below the radar of the mind, and a way of managing anxiety and stress.
PN: '[Creative writing] may not be part of my assessments, but it increases the quality of my life. It helps me to cope with my experiences in order to prevent the cynicism and disillusionment found to plague medical students. ' [6] Dawn Garisch The neglected triple disease burden and interaction of helminths, HIV and tuberculosis: An opportunity for integrated action in South Africa
To the Editor: The convergent distribution of HIV/AIDS and neglected tropical diseases (NTDs), particularly helminthiasis, in subSaharan Africa has been described and associated with accelerated HIV/AIDS and tuberculosis (TB) epidemics in the region. [1] South Africa (SA) suffers from the highest burden of HIV/AIDS and TB, especially in poor communities where helminth infection is endemic. The international NTD community is calling for integration of helminth control programmes into HIV/AIDS, TB and malaria control activities in developing countries. [2] SA has integrated TB and HIV/AIDS services and plans to initiate a national helminth control programme, [3] though how this might be integrated into HIV/AIDS and TB services is not clear.
In SA, the most common NTDs include infection with the soil-transmitted helminths -Ascaris lumbricoides, Trichuris trichiura, Necator americanus, Enterobius vermicularis -and the less prevalent but common Strongyloides and Taenia spp. and Schistosoma haematobium and S. mansoni. These pathogens, owing to the undramatic symptoms they typically cause, have largely been neglected globally and in SA, despite their detrimental impact on nutritional status, child development, pregnancy outcome and worker productivity. Under conditions of poverty, overcrowding and limited access to water and sanitation, children and adults are commonly infested by helminths, as shown in Limpopo [4] and KwaZulu-Natal provinces, [5, 6] and in Cape Town. [7] When the association of helminth infections with AIDS and TB became recognised from the 1990s onwards, [1] a greater interest was shown in the triple disease burden borne by the 36.4% of the SA population living below the poverty line. [8] Epidemiological and immunological studies have provided plausible evidence to suggest that the transmission of HIV and accelerated progression to full-blown AIDS are driven in part by the endemic presence of NTDs, especially in developing countries. [1] Similarly, chronic infection with NTDs results in impaired immune responses to TB, compromised BCG vaccination [1] and a poor clinical response to TB therapy. [9] While studies of helminth co-infection with HIV/TB and their deleterious effects are lacking in SA, elsewhere on the African continent there is accumulating evidence that prevention of helminthiasis might be part of the solution to the pandemics of HIV/AIDS and TB. [1] Great strides have been taken in SA to control the dual epidemic of HIV/TB by integrating HIV and TB services with the 'onestop shop under one roof for two diseases, one patient and one folder' approach. [10] A recent evaluation of this service integration reported success in both rural and urban settings. [11] Deworming and preventive chemotherapy can be incorporated into these integrated HIV/TB services to achieve a sustainable reduction of worm burden and control of co-morbidities.
Screening for, and treatment of, helminth infections is relatively simple and inexpensive, and treatment of helminth infections alongside treatment of HIV/AIDS can be implemented at various levels of the SA healthcare system including: HIV counselling and testing programmes, targeting the general population; HIV prevention of mother-to-child transmission, targeting pregnant women; medical male circumcision campaigns at primary healthcare level, targeting youth and young adults; school health programmes, targeting learners; and TB and HIV healthcare facilities, targeting these patient populations. Such an integrated intervention package could also include appropriate education of communities on the modes of transmission of helminths and the importance of effective sanitation, a supply of clean water, and general hygiene as preventive measures.
Alternatively, mass treatment of all high-risk populations in regions of the country with a high prevalence of helminth infection, using the preventive chemotherapy approach recommended by the World Health Organization, [12] could be adopted. All vulnerable individuals in the general adult population, and particularly pregnant women, children, youth and young adults, could be targeted. Depending on the group being targeted, some helminth control programmes might be school-based and others community-based.
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The potential benefits of integrating helminth control programmes into existing HIV and TB services warrant consideration. Such efforts should be supported by operational research to evaluate the impact of helminth control on HIV/AIDS and TB disease progression. Epidemiological and immunological research is also essential to understand the complexities of immunity during co-infections with helminths, HIV and TB. Palliative care: Definition of euthanasia To the Editor: Euthanasia is defined as 'conduct that brings about an easy and painless death for persons suffering from an incurable or painful disease or condition' . [1] Active euthanasia is the intentional killing of a person suffering from an incurable disease, and fulfils the legal criteria for murder. There is intent, causation, a human is the victim, and the act, whether by omission or commission, is unlawful. Motive, albeit the altruistic desire to relieve unnecessary suffering in the face of futility, is irrelevant to criminal intent. [2] The term passive euthanasia includes withholding extreme medical measures or removing life support in the presence of futile or non-beneficial treatment. McQuoid-Mason [2] outlines the reason why, in the eyes of the law, passive euthanasia is not a criminal offence, and withholding or withdrawing life-sustaining treatment or administering sufficient analgesia and sedation during the latter cannot be construed as murder. Of the four legal prerequisites for the definition of murder, namely intent, causation, a human victim and contravention of the law, only the last-mentioned is not fulfilled and spares the doctor from a conviction. Although reassuring to those working in critical care, where withholding or withdrawing support is a fact of life (or death), the fact that only one component of the legal definition spares us from being labelled criminals is somewhat disconcerting. We would argue that in addition to the lack of unlawfulness, neither intent nor causation applies, and furthermore that the term 'passive euthanasia' is an oxymoron and should be abandoned.
Z L Mkhize-Kwitshana
In the situation of withholding or withdrawing treatment, which hastens death, the legal concept of eventual intent applies whereby the perpetrator does not mean to kill the person but does foresee death as a consequence. [2] We contend that death arises directly as a consequence of the underlying disease process and the inability of the patient to maintain homeostasis, and indirectly as the result of withdrawal of support. In fact McQuoid-Mason [1] defines passive euthanasia as 'aiming at preventing the prolonging of death by allowing an irreversible fatal underlying illness to kill the patient through withholding or withdrawing treatment' , implying thereby that the disease and not the actions of the doctor causes death. There is a major difference between intentional killing, albeit out of altruism, and allowing death to occur as a direct consequence of the inciting disease or injury in the presence of non-beneficial treatment.
The same argument pertains to causation, where legally the underlying disease is not considered as a new intervening cause and the cause of death is regarded as the final event, such as withholding or withdrawing therapy. According to McQuoid-Mason's definition of passive euthanasia, it is the underlying illness that is responsible for death. Furthermore, part 1 of paragraph 77 in Section G1 of the Notice of Death/Still Birth clearly specifies that the immediate cause of death must be documented as the final disease or condition resulting in death. This is in direct conflict with legal causation if treatment has been withheld or withdrawn. Must we therefore complete the immediate cause of death as withdrawal of therapy and conditions leading to the immediate cause as non-beneficial treatment?
That the legal stance of causation is contentious is illustrated by the following not uncommon scenario in South Africa. Consider two patients with traumatic brain injury and a large extradural haematoma, one in a remote rural area and the other with immediate access to a neurosurgical unit. The former dies before transfer to definitive care, and the latter after a craniotomy and evacuation but when further treatment is deemed non-beneficial and support is therefore withdrawn. Both die as a direct consequence of their injury. Why therefore is the act of withdrawal regarded as causation, thereby changing the entire legal perspective?
Murder cannot be defined in active or passive terms and, if synonymous by definition, neither can euthanasia. The term passive euthanasia is paradoxical, serves only to confuse, and should be abandoned. In the presence of futility, withholding or withdrawing therapy and administering sufficient doses of analgesia and sedation to ensure comfort is humane and acceptable practice. [3] We propose that there should be only a single definition of euthanasia, namely an act of omission or commission remote from the normal standard of care with the specific intent of causing death.
